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M. Young Stokes, III , M.D. 
HATS and DUTY 
Every one of us wears a hat of one type or another. 
Most of us have occasions to wear more than one hat, 
and this may be awkward if a conflict occurs. You can 
readily see that I am using the figurative term "hat", 
rather than referring to an article of attire. In the 
military there is a difference in the hats of uniforms to 
show rank or authority. This carries over into many 
religious and fraternal groups. In our early Western 
Movies, the good guys wore white hats and the bad 
guys wore black hats. It is not always so easy to 
interpret. A few of the different hats which many of our 



























Many physicians feel uncomfortable if they are en-
trapped into providing medical care for family members 
or very close friends. It is possible to be involved 
emotionally or in any other way that judgment may be 
impaired. I recall a quotation from high school English 
literature as, 
"'tis with our judgments as our watches, None 
runs just the same, yet each believes his own." 
We need a very strong sense of honesty and ethical 
and moral values when faced with difficult decisions. 
Telling a close friend—or perhaps even ourselves—that 
it is no longer possible to continue a desired activity 
is painful. It may mean giving up an Airman's Medical 
Certificate, or a Driver's License. It may mean giving up 
privileges to do surgery, or continue practicing medi-
cine, or many other such privileges. Yet it is no favor to 
deny the changes and deterioration which come with 
aging, and which may occur prematurely without 
warning. When such occurrences involve close friends, 
it is imperative, no matter how difficult, to be objective 
and fair. We must remember which "hat" is most 
important at that particular time, and do our duty as we 
see it. Anything less is unacceptable. 
When we act in our capacity as Aviation Medical 
Examiners, we are representing the governmental body 
which designated us. When we "wear their HAT" we 
must follow their rules. 
New Orleans Meeting 
The interim meeting of the Board of Directors will be 
held at 9:00 a.m. on Monday, May 9, 1988, during the 
annual convention of the Aerospace Medical Associa-
tion, in the Beauregard Room of the New Orleans 
MarnotT Hotel. Also on Monday at 12:00 o'clock noon, 
the Annual CAMA Luncheon will be held in the Arcadia 
Room. AME's are urged to attend so that they meet 
their associates in Civil Aviation Medicine, hear an 
interesting speaker, and help us to break last year's 
record attendance of 100. 
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In-Flight Emergencies * 
By W. Robert Lange, M.D., M.P.H. 
Dr. Lange is Director of the Medical Advisory 
Service to Travelers at the Johns Hopkins Medical 
Institutions in Baltimore, MD. 
Since August 1, 1986, the FAA has required that a 
standardized emergency medical kit be maintained 
aboard all U.S. licensed commercial aircraft with 30 or 
more seats. This is in addition to older first-aid kits, 
which were highly variable relative to their contents, 
usefulness and availability. The components of the 
emergency medical kit are depicted in the accompany-
ing table. 
Inadequate record keeping detailing the incidence 
and characteristics of medical problems occurring while 
flying has been a serious problem in the past. A number 
of reviews are available, however, which describe 
potential risks. 1 5 Because of the dearth of statistics, 
one of the mandates of the new FAA decree is that 
better records be kept detailing in-flight medical prob-
lems. Regardless, one point is clear—the availabilty of 
adequate supplies for both diagnostic assessment and 
therapeutic intervention had been woefully inadequate. 
It has been estimated that as many as one in fifty 
international commercial flights will have a medical 
problem occur that warrants some medical attention, 
and that the probability of a physician being on board 
such a flight is better than 50%. Physicians' input to the 
FAA was overwhelmingly in favor of improving on-
board medical supplies, with 96% of those voicing an 
opinion favoring the decision. The FAA considered 
including a defibrillator as well as parenteral sedatives 
and narcotics, but was dissuaded from this course of 
action when input from several influential professional 
organizations raised concerns about potential misuse. 
The AMA had recommended inclusion of ambu bags, a 
laryngoscope, endotracheal tubes and other additional 
supplies. It was decided that the situation would be 
reviewed after two years and, at that time, additional 
modifications would be considered. 
Airlines and their flight crews are not legally obligated 
to tend to the medical needs of passengers. The only 
decision a pilot must make is whether or not to divert 
the flight to the nearest airport able to accommodate 
the plane. On domestic flights, it has been estimated 
that a flight can be diverted, the plane safely landed, 
and an ill passenger delivered to an awaiting ambulance 
within 30 to 40 minutes. Because of the inconveniences 
as well as the considerable financial expense associated 
with such action, the decision to divert is not made 
lightly, and pilots will generally seek the voluntary 
services and advise of a physician passenger. 
Physicians are under no legal obligation in this 
country to volunteer, although in certain situations 
abroad they may be. Nevertheless, it is unlikely that 
American physicians would have charges pressed 
against them for not volunteering their services in an 
emergency. It is anticipated that as long as the sick 
passenger was not billed for the services rendered, that 
good Samaritan laws would be applicable, and in the 
absence of gross negligence, no professional liability 
would be incurred, particularly if the services were 
compatible with the standard of care appropriate for 
the specialty. All U.S. states have good Samaritan laws, 
and prevailing opinion suggests that a state's law would 
apply to its airspace. A national good Samaritan law is 
bogged down in Congress. Naturally, the whole liability 
issue is a complex variable. Available evidence would 
suggest that most physicians feel a certain moral 
obligation to assist and generally will do so. 
The options available to an assisting physician are to 
(1) manage the situation with the available supplies, (2) 
recommend that the pilot seek permission to descend 
to a lower altitude (at 22,500', the airboard compressor 
will be able to maintain a cabin pressure roughly 
comparable to sea level), (3) request medical consulta-
tion over the aircraft's radio equipment, or (4) instruct 
the pilot to divert the flight. 
Many seemingly minor medical complaints are ac -
centuated by the stress of commercial air travel. A 
study by the Boeing Corporation concluded that one of 
every four persons develops an appreciable aviopobia 
at some point in their lifetime, and that this fear of 
flying either precludes their willingness to fly at all, or 
produces some anxiety-related symptomatology when 
they elect to do so. Not surprisingly, hyperventilation 
has been suggested as the most frequently encountered 
cause of distress during commercial air flight.5 The 
diverse symptoms of respiratory distress, including air 
hunger, dizziness, parasthesia and often chest pain, 
can mimic serious cardiovascular, pulmonary and neu-
rologic disease. Treatment consists of reassurance 
and rebreathing into a closed space to increase the 
arterial p C 0 2 level. 
Dyspnea, chest pain or abdominal pain not the result 
of hyperventilation should be initially treated with sup-
plemental oxygen. Chest pain that could be anginal in 
nature should be managed with sublingual nitroglycerin 
at five minute intervals. Close hemodynamic monitoring 
and an exact physical examination are generally not 
possible while airborne. Vibration and background cabin 
noise make subtle auscultation difficult, and the ac -
curacy of blood pressure readings at high altitude has 
been questioned. If symptoms are not relieved within 
ten to fifteen minutes, the plane should be diverted 
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because of the distinct possibility of an evolving myo-
cardial infarction. Whenever a flight is diverted, the 
physician should ascertain that information has been 
radioed ahead to ensure that an ambulance has been 
summoned and that the receiving health care providers 
know the nature of the problem, the status of the 
patient, and the treatment which has been provided. 
Persistent shortness of breath or severe abdominal 
pain which may be secondary to expansion of gas in a 
hollow viscus may improve with a drop in altitude. 
Because the etiology may not be certain, persistent and 
certainly worsening discomfort warrant diversion. Asth-
ma and severe allergic reactions can be treated with a 
subcutaneous injection of 1:1000 epinephrine. Follow-
up management of allergy and treatment of severe 
motion sickness can be undertaken with 25 to 50 mg of 
diphenhydramine intramuscularly. 
Simple fainting which responds to head lowering 
requires only observation, but persistent lethargy or 
alteration in mental status warrants further intervention. 
Supplemental oxygen should be administered, ques-
tioning of travel companions pursued, and a search for 
medic alert identification undertaken. If any suspicion 
of diabetes remains, 50 cc of 50% dextrose should be 
administered intravenously, using the sphygmomanom-
eter pumped to 30 to 50 mm Hg as a tourniquet. If the 
patient does not respond, the flight should be diverted. 
An isolated seizure might be managed with descent, 
oxygen, and observation, but recurrent or persistent 
convulsions mandate immediate diversion of flight. 
An unresponsive patient should be placed in a mod-
ified lateral decubitus position across a row of seats 
with the arm rests retracted. An oral airway should be 
inserted if there is labored or irregular breathing, and 
oxygen should be administered. If CPR is indicated, the 
patient should be placed on the floor of the cabin, 
preferably in a galley area or in a crosswalk on 
widebody aircraft. The rescuer performing the venti-
lations should take breaths from an oxygen mask. It 
has been recommended that it would be reasonable to 
inject 0.5 to 1.0 cc of 1:1000 epinephrine every five 
minutes into a distended vein, the subtmguar venous 
plexus or, less desirable, intramuscularly into the del-
toid during continued CPR efforts.5 
The FAA is still interested in learning physician 
reaction to the emergency medical kit. Response can 
be directed to the Federal Aviation Administration, 
Office of Aviation Medicine, 800 Independence Avenue, 
S.W., Washington, D.C. 20591. 
Contents of Emergency Medical Kit 
Sphygmomanometer 1 
Stethoscope 1 
Airways, oropharyngeal (3 sizes) 3 
Syringes (sizes necessary to administer required 
drugs) 4 
Needles (sizes necessary to administer required 
drugs) 6 
50% Dextrose injection, 50 cc 1 
Epinephrine 1:1000, single dose ampule or 
equivalent 2 
Diphenhydramine HCL injection, single dose 
ampule or equivalent 2 
Nitroglycerin tablets 10 
Basic instructions for use of the drugs in the kit 
First Aid Kit (includes flashlight) 
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Aerospace Meeting 
New Orleans, Louisiana 
1988 Sept. 15-18 
23rd Annual Meeting 
Dallas, Texas 
1989 Sept. 17-22 
24th Annual Meeting 
London, England 
25th Annual Meeting 
San Diego, California 
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26th Annual Meeting 
Washington, D.C. 
1992 
27th Annual Meeting 
Atlanta, Georgia 
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Now Hear This! Welcome Aboard 
We have it on good authority (none other than M.Y.S. 
Ill himself!) that the 23rd annual meeting, to be held in 
Dallas, Texas, at the Four Seasons Las Colinas Hotel, 
September 15 to 18, 1988, will offer a variety of delights 
to all who attend. First, there will be a visit to DFW 
Airport Control Tower and FAA facilities. There will be 
a tour through the Cooper Clinic (Ken Cooper), then a 
visit to TV's South Fork of the Dallas Series, followed 
by a tour of the Medical Examiners Building where 
Charles Petty and Patrick Besant-Matthews have a 
superb forensic laboratory. It is so good in fact that 
several labs have been modeled after it, both here and 
abroad. 
Young Stokes is presently hard at work (isn't he 
always?) trying to persuade some of the outstanding 
people in civil aviation medicine to share their know-
ledge with us. So the scientific programs, you may be 
sure, will be outstanding. 
Meanwhile, not to be outdone by a mere male, Betty 
Stokes is making preparations for the delight and enter-
tainment of the ladies who attend. Plans are being 
made for visits to shopping malls, world renown bou-
tiques, Six Flags over Texas, Nieman-Marcus, old homes 
and new, and some places of historical interest, to say 
nothing of restaurants whose gastronomic skills fill one 
with ecstasy. Ergo, don't miss the Dallas meeting! 
We welcome the following new members into the 
fellowship of CAMA. 
NEW MEMBERS 
Dr. Paul B. Comely 
490 "M" St., S.W., Apt. 701 W 
Washington, D.C. 20024 
Dr. Sean Dwyer 
5530 Wisconsin Ave., #505 
Chevy Chase, MD 20815 
Jack P. Kirby, M.D. 
P.O. Box 1084 
Gilmer, TX 75644 
William Paul Fosmire, M.D. 
808 Chestnut NE 
Lee's Summit, MO 64063 
Dr. Shobha Shah 
65 "Medina" 
Watermead Close 
Erith. Kent DA8-3RS 
England 
Eloise De Lain, M.D., M.P.H. 
2443 Sheridan Road 
Zion, IL 60099 
H. C. Chancellor, M.D. 
1400 North Central Expressway 
Piano, TX 75074 
A b o u t P e o p l e 
Our apologies to Mark T. McDermott, Esquire, for 
the oversight by which his name was omitted from the 
list of CAMA T R U S T E E S whose terms expire in 1989. 
CAMA member Dr. Edward Luchansky, Stratford, 
CT, has been elected to the Board of Directors of the 
Flying Physicians Association, while Dr. Kuros Tabori, 
Los Gatos, California, was elected FPA President. 
Past President John H. Boyd, D.O., was recently 
appointed to the Texas State Board of Medical Exam-
iners by the Texas Governor's Office. 
Dr. Robert L. Wick, Jr . , CAMA Past President, is now 
Chairman of the International Air Transport Association, 
whose membership consists of the Medical Department 
Chiefs of 20 Major Airlines. 
CAMA member Gary W. Ferris, D.O., M.P.H., was 
selected to appear in the 17th Edition of "Who's Who in 
California", published in December, 1987. Dr. Ferris, 
Culver City. California, received recognition for having 
demonstrated "outstanding professional achievement, 
superior leadership, and exceptional service". 
A l l Day S e m i n a r s F o r 
A v i a t i o n M e d i c a l 
E x a m i n e r s . . . 
During the 59th Annual Meeting of the Aerospace 
Medical Association, five scientific programs will run 
simultaneously throughout the meeting. This is neces-
sary to meet the multi-disciplinary needs of the phy-
sicians, nurses, human factors specialists, and other 
scientists attending. Special all-day seminars for avia-
tion medical examiners will be held by the FAA during 
the meeting, at which time 200 specialists will present 
scientific papers on such topics as aviation and space 
medicine, neurophysiology, accident investigation, di-
saster response, maintaining the health of flight and 
ground crews, medical assistance to airline passengers, 
acceleration, impact, vision, health promotion, disease 
prevention, and other pertinent topics. 
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